starts at the superior oervico-capital point of weakness. This is painful and the muscles above the hip-joint go into spasm. The inferior cortex. of the neck is fractured over the contracting psoas tendon, so that long before the patient falls to the ground her fanoral neck is broken.
Calculations were carried out from the measurements taken which showed quite clearly that the erstwhile owners of at least 7 specimens in the experimental series were in very real danger of sustaining spontaneous fractures. However, these fractures are rare. Only 2 examples were encountered in a clinical series of 58 cases.
Traumatic fractures are caused by a faU on the great trochanter. The kinetic energy of the falling body transmitted by the acetabulum decapitates the femur by direct violence.
If the femur is moderately adducted an abduction fracture results, if it is markedly adducted an adduction fracture results. In each case the fracture starts where the inferior lip of the acetabulum strikes the femoral neck (Fig. 3) .
The majority of the fractures seen in the clinical series were caused by falls. Of 58 patients closely questioned, 34 gave a definite history of falls on their hips. There were six times as many adduction fractures as abduction fractures. Apparently most patients put out their hands to save themselves, thereby causing relative adduction of the femur by pelvic rotation. An analysis of these cases into those under 75 years of age, and those of 75 and over is shown in Table IT.
In the older age group the mortality (deaths from any cause during time in hospital) is naturally higher. The interesting features are the decrease in the percentage of poor results, and the fact that the percentage of good results remains very much the same. In the younger patients, who are comparatively active, bony union was paralleled by good function. By contrast, in those of greater age, function, even with apparent bony union, was often markedly restricted. Because of the low percentage of good results, an attempt to improve these by changing the method of treatment was made. As with bony union of the fracture in younger or more active people function is excellent; it is essential to aim for this. The treatment of the under-75 group is not discussed in this paper-suffice it to say that in them there is no place for primary prosthetic replacement.
With the older patients the problem is different. In reviewing these cases it was felt that good results were mainly obtained in those where the fracture had initially been only slightly displaced, and presumably relatively stable, and with little soft-tissue disruption. In treating this older group, it was decided to continue reduction and pinning of such little-displaced fractures, and also those more displaced in persons who are active physically, despite advanced years. The remainder were the bad-risk patients-aged, in poor physical condition, frequently with concomitant disease, and with markedly displaced fractures. For them it was felt the use of a long-stemmed prosthetic replacement would have benefits. Previous experience with the shortstemmed Judet type of prosthesis had highlighted the main disadvantages of the procedure -fracture or wear of the prosthesis, and increasing instability with varus deformity. While being aware of other criticisms of this method of treatment-the use of a large metallic foreign body, possible wear of the acetabulum, and reaction of the soft tissues-we felt that these were lesser evils, slow to develop, and of decreasing importance in the older bad-risk patients. The anticipated end-result was not perfect function, but perhaps a quicker and more certain second best. Statistically this would be shown by a shifting of balance from poor to good. The vitallium Austin Moore self-locking type of prosthesis was chosen for use.
The operative procedure has been most adequately described by the originator (Moore, 1957) . Two points merit emphasis. Every surgeon has his favourite approach to the hip, but the posterior route has the great advantage that when the leg lies naturally in external rotation after the operation the hip is stable, and this does away with the need for traction and allows early mobility of the patient. In this series there were no post-operative dislocations.
In making the incision it is much easier if it is made fairly high, from about the level of the posterior superior iliac spine, over the tip of the greater trochanter, and down this anteriorly; in this way the muscular insertion of gluteus maximus is avoided, and also the higher the incision the easier it is to get adequate retraction for the use of instruments in the femoral neck.
The second point concerns the seating of the prosthesis-it has to be done accurately. Here 52 difficulty may be experienced because the upper part of the stem is rather broad. It is necessary to cut well back into the greater trochanter, and to clear thoroughly the bone from there and down the femoral shaft. If this is not done, and the rasp used too vigorously, it is pushed forward by the intact trochanteric bone, and a split is often made in or near the calcar. Another way of avoiding this is by use of a variation of the Austin Moore prosthesis which is made with a narrower stem. This is probably not quite as good, as the weight-bearing part of the prosthesis has been weakened.
The post-operative regime is easy and pleasant -naturally with some variations for differing circumstances. The present routine is: no traction, out of bed into a chair the day after operation, and weight-bearing commenced when the stitches are removed in twelve days. It is amazing how rapidly patients get a good painfree range of movement in bed, though progress in walking is often slow and usually with some.
pain.
In aged people complications are unavoidable; minor wound sepsis has been present on several occasions, but cleared up quickly with good wound healing. Frank femoral thrombosis has occurred in only 2 cases.
The average stay in hospital has been six weeks, depending largely on the pressure on beds and the difficulty of disposing of many of these people.
The results of selected treatment are shown in Table III . Of the 75-plus group, from late 1957 to January 1959, there were 70 cases with an average age of 79. The Austin Moore prostheses were 53 in number-6 of these were over 90 years old. The mortality is slightly higher (30 %), but these are selected worse-risk cases.
The surviving patients were reviewed.
The "poor" cases had pain and restricted movements, for which it was usually impossible to find a cause; their function compared badly with their state before the fracture.
"Good" cases were those where their activities compared favourably with pre-accident status; most had some slight pain, though many had none. Practically all had virtually full move-
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Proceedings of the Royal Society of Medicine 40 ments, but some weakness, and they walked with a stick. They were not normal hips, but their standard was better than in the unselected pimings. 17 cases were selected as good-risk and littledisplaced fractures, and treated by reduction and pinng.
The combined result of this experiment is that the mortality has not been changed, but on a short-term review the ratio of good to poor has a significant increase. In bad-risk patients of over 75 with displaced femoral neck fractures prosthetic replacement would appear to be indicated. REFERENCE MooRE, A. T. (1957) J. Bone Jt. Surg., 39A, 811.
Congenital Dislocation of the Hip By J. S. BATCHELOR, F.R.C.S.
London I HAVE used the following routine of treatment since 1938. After gradual abduction of both legs to 90 degrees on a frame an attempt is made to reduce the dislocation by gentle internal rotation under general anesthesia. If this is successful the legs are splinted in 90 degrees internal rotation and 40-50 degrees abduction by knee splints and a connecting bar (Fig. 1) It is generally believed that splintage in internal rotation increases the anteversion of the femoral neck. This may be so when the legs are, held in internal rotation and extension. The splintage allows, however, a free range of circumduction at the hips, and when the legs are flexed the position of the femora i's very similar to that of the first Lorenz position (Fig. 2) . The child spends a large part of its period of splintage in this position.I Anteversion is frequently responsible for early or late subluxation after successful reduction followed by splintage either in internal rotation or in the Lorenz position ( Fig. 3) . When subluxation occurs after splintage in the Lorenz position the influence of anteversion may not be appreciated. Effective correction of the anteversion is only possible when full internal rotation can be achieved. A rotation osteotomy increases the stability of the reduction when it produces a coxa vara in addition to correcting the anteversion (Fig. 4) . Provided the osteotomy is performed under the age of 3 the varus is quickly corrected (Fig. 5) .
Failure following rotation osteotomy may be due to tardiness or technical faults. When performed over the age of 3 the acetabulum may fail to deepen, and subluxation may recur. The leg must be placed in full internal rotation for one or two weeks before the osteotomy, for if this is not done the external rotation forces acting on the femoral neck may reproduce the anteversion, even when internal fixation is used.
